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The intimate functional relations existing 
between the several viscera of digestion con¬ 
stitute such an elementary part of our every¬ 
day working knowledge that it would be a 
waste of time to enter into their discussion be¬ 
fore this body. But it has been impressed 
upon me, with increasing observation and ex¬ 
perience, that the anatomic relations of the 
alimentary tube and the frequency with which 
they are to be looked to for explanation of 
many of its pathologic conditions, have not 
received the serious consideration their im¬ 
portance demands. In this paper I shall deal 
briefly with this particular phase of the sub¬ 
ject, calling attention to certain familiar dis¬ 
eases of the colon which are often found to 
exist primarily because of these relations and 
the mechanical irritation growing out of them. 

Perhaps the most conspicuous example of 
colonic diseases belonging to this class is 
membranous colitis. Much confusion and a 
wide divergence of opinion have always pre¬ 
vailed as to the true nature and pathology of 
this malady. Without entering into a dis¬ 
cussion of these mooted questions at this 
time, it may be said that the conflict of view 


is probably due to lack of agreement as to 
what constitutes the disease. The terms mu¬ 
cous colitis, colica mucosa, membranous colitis 
and mucomembranous colitis are used indis¬ 
criminately as the names of a disease char¬ 
acterized by the discharge of excessive quan¬ 
tities of mucus from the bowel, whereas such 
a discharge is in reality nothing more than a 
symptom. The truth is that practically all 
types of chronic inflammation of the large 
bowel present this symptom in greater or less 
degree, though the etiology of one case may 
be widely different from that of another. The 
conclusions of such authorities as Hemmeter, 
Osier, Tyson and other eminent internists that 
the disease is a secretion neurosis, and that it 
may and does exist without recognizable 
pathology in the gut itself or in any other 
viscus, can not be lightly set aside. It is cer¬ 
tain, however, that with rare exceptions this 
view is not supported by equally careful and 
competent clinicians who have approached the 
study of the subject by more direct and exact 
methods of investigation. Personally I have 
never seen a case of chronic colitis of any type 
in which I failed to find unmistakable evi- 


*Read before the American Proctologic Society, Atlantic City, N. J., June 8, 1909. 
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dences of pathology in the mucosa, though I 
have seen cases in which it was impossible to 
demonstrate the presence of pathologic condi¬ 
tions of other viscera. 

For present purposes the term membranous 
colitis is limited to that peculiar affection 
which is characterized by the periodic dis¬ 
charge of mucus with membranes or casts 
from the bowel and of which fecal stasis is 
always a prominent feature. With reference 
to this type of colitis I am prepared to state 
unequivocally that I have never seen a case 
in which I failed to find some gross pathologic 
condition of one or more abdominal organs as 
well as of the mucosa itself; and furthermore 
that the etiologic relation between the two 
has been clearly established in a number of 
cases by the prompt and permanent disappear¬ 
ance of the bowel trouble upon correction of 
the extra-intestinal condition, after all other 
methods of treatment had failed. From this 
experience I have been led to conclude that 
the primary causes of this particular variety 
of colitis belong in the main, if not exclusively, 
to a special class, viz., those which act me¬ 
chanically. Most noteworthy in the list of 
such causes are enteroptosis, right movable 
kidney, peritoneal adhesions and extra-intes¬ 
tinal growths which occasion continuous pres¬ 
sure upon some portion of the colon. 

Enteroptosis .—While the advocates of the 
neurosis theory admit that membranous colitis 
is often found in association with enteroptosis, 
as a class they refuse to concede any causative 
relation between the two. On the other hand 
they maintain that both are merely incidental 
expressions of the underlying neurotic condi¬ 
tion. In the light of clinical observation, this 
view seems to me untenable. If it were cor¬ 
rect, we should be warranted in expecting to 
find the colonic affection in a certain propor¬ 
tion of neurotic subjects independent of any 
visceral ptosis. The facts are to the contrary. 
Most pronounced cases of hysteria, neuras¬ 
thenia, etc., often exist without either enter¬ 
optosis or membranous colitis. Likewise en¬ 


teroptosis may exist without either membran¬ 
ous colitis or neurotic manifestations. But 
membranous colitis in the absence of other 
organic abdominal pathology to account for 
it, is so invariably found associated with en¬ 
teroptosis that a definite causative relationship 
can not reasonably be denied. It is true that 
marked neurotic disturbances are practically 
always present in cases of membranous colitis; 
but, with the facts above set forth in mind, I 
believe the conclusion is a sound one that 
they may properly be regarded as the effect 
rather than the cause of the latter. 

The final and strongest argument in sup¬ 
port of the claim that enteroptosis is a fre¬ 
quent cause of membranous colitis is to be 
found by contrasting the results of treatment. 
Those who undertake the management of 
these cases by directing their attention pri¬ 
marily to the accompanying neurotic phe¬ 
nomena have little else than failure to report, 
and with one accord emphasize the intractable 
nature of the malady; while those who accept 
the mechanical origin and local character of 
the trouble, and direct their treatment accord¬ 
ingly, are able to afford relief in a large pro¬ 
portion of cases. 

The following case well illustrates the fore¬ 
going points and conclusions: 

Mrs. J. P. T., aged 60, came to me from 
Lincoln County, Tenn., in the fall of 1907, for 
treatment for membranous colitis. She was 
the wife of a farmer and the mother of a 
number of children. Her illness began some 
fifteen years ago, when she consulted Dr. Bat- 
tey, of Rome, Ga., who performed a double 
ovariotomy. She obtained no permanent re¬ 
lief, and for several years was under more 
or less constant treatment at the hands of her 
local physicians. About six years ago she 
consulted a Nashville surgeon, who made a 
ventral fixation of the uterus and removed 
her appendix. Returning home her trouble 
recurred in as bad form as before, as soon 
as she resumed her accfistomed duties. The 
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patient was a tall, angular, poorly nourished 
woman, presenting exaggerated neurotic 
symptoms. She gave an unusually intelligent 
history of her illness, emphasizing the diges¬ 
tive disturbance, and the periodic attacks of 
abdominal pain, accompanied bv the discharge 
of membranes and mucus, from which she had 
suffered from the beginning. 

Abdominal examination revealed a marked 
ptosis both of the stomach and intestines, with 
tenderness on pressure over the whole course 
of the colon. There was no looseness of the 
kidneys, and no evidence of peritonea! ad¬ 
hesions or other abnormal condition. Pelvic 
examination was negative. Proctoscopic ex¬ 
amination showed the usual appearances 
of hypertrophic inflammation of the rectum 
and sigmoid. 

The treatment was rest in bed, together 
with laxatives, regulation of the diet, general 
massage and daily colonic irrigations. Before 
allowing her to sit up a snug-fitting abdominal 
supporter was applied, and the patient in¬ 
structed to wear it constantly except when m 
bed. She improved rapidly. The abdominal 
distress and mucous discharges soon ceased, 
and the nervous symptoms vanished with 
them. Twice since at intervals of five or six 
months the patient has returned to me in 
much the same condition as when I first saw 
her, the recurrence of her trouble being due, 
as she herself recognized, to leaving off the 
abdominal supporter, and other indiscretions, 
under the mistaken idea that she was per¬ 
manently cured. Both times the same line of 
treatment was adopted with the same happy 
results. 

Two points are of special significance in 
this case: 

First, that the membranous colitis promptly 
recurs when the enteroptosis is neglected. 

Second, that the nervous symptoms are 
clearly dependent upon the abdomnal path¬ 
ology. 

Movable Kidney .—Normally the upper ex¬ 
tremity of the posterior surface of the ascend¬ 


ing colon is in direct contact with the anterior 
surface of the right kidney. When from any 
cause the kidney becomes loosened from its 
bed, the only direction in which it can move 
is downward, and the same intimate relation 
is capable of being maintained throughout the 
whole length of this portion of the colon. It 
is further to be noted that in the great ma¬ 
jority of instances (70 to 80 per cent.), the 
posterior surface of the ascending colon, like 
the kidney, is retroperitoneal, being connected 
directly to the abdominal wall by areolar tis¬ 
sue, and that the pathway of a pathologically 
mobile kidney lies in immediate relation with 
this unprotected surface. With these anatomic 
facts in mind, and remembering that the 
amount of the kidney's motion is to consider¬ 
able extent determined by respiratory action, 
it is not remarkable that the mechanical irrita¬ 
tion incident to its oft repeated round trip 
excursions over the same route should ulti¬ 
mately result in inflammation of the colon. 

Practically identical anatomic relations ex¬ 
ist between the descending colon and the left 
kidney, and they are of lesser clinical sig¬ 
nificance only because of the comparative rar¬ 
ity of left movable kidney. Under similar 
conditions I am persuaded that the same train 
of events may be expected to follow as fre¬ 
quently upon one side as upon tbe other. 

The question is sometimes asked: “If mova¬ 
ble kidney is capable of causing membranous 
colitis, why does it not always do so?” A 
sufficient answer to this question is contained 
in the simple statement that uniformity is a 
term which can not be applied to any disease 
process. As well ask why a retroverted uter¬ 
us is not always accompanied by backache or 
irritable bladder. But a more obvious and 
satisfactory answer is that in some patients 
with movable kidney the vulnerable portion 
of the colon may be provided with a mesentery, 
thus permitting it to escape out of harm’s 
way. This suggestion, original so far as I 
know, is certainlv worthy of consideration. 

The following interesting case is probably 


(2) 
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unique, in that it demonstrates in one subject 
an unmistakable etiologic relation between 
both left and right movable kidney and mem¬ 
branous colitis: 

Miss Virginia 1 !., aged 18, a young woman 
of splendid physique, and previously entirely 
healthy, in the spring of 1902 was riding in 
an elevator when the machinery suddenly 
gave way, precipitating elevator and occu¬ 
pants a distance of three stories to the con¬ 
crete floor of the basement. She was con¬ 
siderably shocked as an immediate effect, but 
there were no other symptoms until her next 
menstrual period, which for the first time in 
her life was marked by great pain. Gradually 
abdominal tenderness, attacks of colicky pain, 
constipati m and other symptoms developed, 
and when she first came into my hands some 
months after the accident she had become 
quite nervous. Upon thorough examination 
the only pathology discoverable was an ex¬ 
aggerated retro-displacement of the uterus 
and a left movable kidney. The right kidney 
was not movable at this time. Hoping that 
all her symptoms were attributable to the 
uterine pathology, the misplacement was cor¬ 
rected under general anesthesia and a pessary 
adjusted. After several months treatment the 
pelvic symptoms disappeared, but the abdom¬ 
inal discomfort persisted, and in addition the 
patient began to suffer from indigestion and 
painful discharges of mucus from the bowel. 

In May 1903 I anchored the left kidney. 
Recovery from the operation was followed by 
rapid disappearance of all symptoms, and the 
patient remained entirely well for some three 
years. During the summer of 1906 she began 
again to suffer from attacks of colicky pains, 
muco-membranous discharges, indigestion 
and nervousness. Expecting from the simil¬ 
arity of symptoms that the former operation 
had proved futile, and that the left kidney 
was again loose, I was greatly surprised to 
discover that such was not the case. Upon 
extending the examination I now found that 
the right kidney was movable, descending 


fully four inches on forced inspiration, and 
that it was extremely tender on manipulation. 
In May, 1907, I performed nephropexy upon 
this kidney. The results were again prompt 
and magical. All symptoms, including both 
the nervousness and the colitis, quickly sub¬ 
sided, and the patient has remained entirely 
well during the two years which have elapsed 
since the last operation. 

Peritoneal Adhesions .—It is a familiar 
clinical observation that peritoneal adhesions, 
the result of inflammatory action, may occur 
between any of the contiguous viscera of the 
abdominal and pelvic cavities, or between the 
viscera and contiguous portions of the ab¬ 
dominal and pelvic walls. Generally speaking, 
when such adhesions involve the small bowel 
the symptoms are apt to be acute and intestinal 
obstruction is the danger to be feared. When 
the large bowel is implicated, on the other 
hand, the symptoms, if any, are essentially 
chronic and usually manifest themselves from 
the beginning in vague disturbances of diges¬ 
tion, auto-intoxication, constipation, etc., the 
true cause of which may easily be overlooked. 
This marked difference in the character of the 
symptoms produced is entirely comprehensi¬ 
ble when the radical differences in the size, 
length, structure, function and anatomic rela¬ 
tions of the small intestine and colon are 
called to mind. 

With reference to the colon, while it is 
doubtless true that the phenomena due to this 
cause are in some measure attributable to re¬ 
flex action, mechanical irritation certainly 
plays a part. Pathologic fixation of any por¬ 
tion of the colon, even though only partial, is 
necessarily attended by retardation of per¬ 
istalsis, with the result that the gut is exposed 
to increased taumatism from within as well as 
from without. In this way inflammation of 
the mucosa is set up, and mucous and mem¬ 
branous colitis, which are merely advanced 
stages of the inflammatory process, follow. 
The sites at which this type of pathology is 
most frequently encountered are the cecal re- 
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gion, the gall-bladder region, and the sigmoid 
loop of the colon by extension of the inflam¬ 
matory process from the pelvic organs. With 
reference to the first mentioned Tuttle* has re¬ 
corded twenty-two such cases in which the 
diagnosis was verified by operation. In my 
own personal experience a number of similar 
cases have been observed. To me the chain 
of evidence is complete when, in a patient pre¬ 
senting mebranous colitis and a chronically in¬ 
flamed appendix with adhesions, removal of the 
latter is promptly followed by disappearance 
of the former together with the accompanying 
constipation and other symtpoms, after all non¬ 
operative methods of treatment have failed. I 
have not personally observed a case of mem¬ 
branous colitis resulting from adhesions about 
the gall-bladder, but reasoning from analogy, I 
am convinced that they may and do occur. 
Tuttle* reports several such cases. 

Chronic inflammation of the colon with hy¬ 
persecretion of mucous as a result of pelvic 
adhesions I have seen in a number of instances. 
A recent interesting case in point is the fol¬ 
lowing : 

Mrs. W., aged 42, came to me from South¬ 
ern Kentucky in March of the present year for 
operation for internal hemorrhoids. Upon in¬ 
quiring into the history of her case I ascer¬ 
tained that following the birth of her last child 
twelve years ago she began to suffer from 
backache, constipation and protruding piles, 
and some six or seven years ago had a severe 
attack of nervous prostration from the effects 
of which she had never fully recovered. For the 
past few years, in addition to constipation, she 
had suffered from attacks of abdominal pain 
followed by mucous discharges from the bow¬ 
els. Examination disclosed one of the most 
exaggerated cases of prolapsing hemorrhoids I 
have ever seen. Vaginal examination revealed 
a uterus displaced backward and to the left 
and immovably fixed in its faulty position. Tell- 

* “Mucous Mucomembranous, and Membrinous 
Colitis,” N. Y. Medical Journal, May 4, 1907. 

*Ibid. 


ing the patient that she needed something more 
than a hemorrhoid operation, I communicated 
with her husband by telephone and obtained his 
authority to do anything necessary. Upon 
opening the abdomen next morning I found a 
left broad ligaemnt cyst (parovarian) with ad¬ 
hesions binding it closely to the bowel just 
above the recto-sigmoid junction. The uterus 
was pulled backward and held firmly against 
the upper end of the rectum thus impeding the 
circulation and accounting for the aggravated 
hemorrhoidal condition. The cyst together 
with the left tube and ovary were removed 
and the hemorrhoids disposed of by a radical 
operation with the ligature. The patient made 
an uninterrutped recovery, returning horrw "' t1 
the nineteenth day. She writes that her health 
and strength have been rapidly regained and 
that she feels like a new woman. 

The most important point in connection with 
this case is the necessity it so well illustrates 
of subjecting every patient to a thorough ex¬ 
amination before undertaking operation or 
treatment. For obvious reasons, this necessi¬ 
ty is especially urgent with respect to female 
patients, examination of the pelvis and abdo¬ 
men often proving of far greater value both 
to patient and physician than examination of 
the rectum. When the case is one of mem¬ 
branous colitis, which the history usually dis¬ 
closes, I do not hesitate to say that from my 
point of view it would be no more culpable to 
undertake the treatment of an obstinate cough 
without a physical examination of the lungs 
than to attempt to treat this condition without 
the preliminary examination of the abdomen 
and pelvis referred to. 

Another possible source of pelvic adhesions 
is perisigmoiditis. In this type of cases the 
primary origin of the infection which under¬ 
lies the inflammatory process is doubtless to be 
found in the bowel itself: but the chronic co¬ 
litis to which it ultimately leads seems to be 
largely dependent upon the adhesions. This is 
demonstrated by the success which follows 
surgery directed to the extra-intestinal lesions. 
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Numerous cases of this kind have been re¬ 
corded in recent years in which both the mu¬ 
cous discharges and the constipation were 
cured bv freeing the adherent bowel and su- 
turning it to the abdominal wall (colopexy). 

Extra Intestinal Growths .—The case last 
recorded might very properly have been 
reserved to illustrate this class of causes. It 
is, of course, impossible to say just how much 
of the bowel trouble in this case was due to the 
cyst and how much to the adhesions. While 
the latter were undoubtedly due to the former, 
the irritation resulting from the continuous 
pressure of the neoplasm, irrespective of the 
adhesions, should not be lost sight of as a 
possible etiologic factor. 

Perhaps the most frequent example of this 
class of causes is to be found in the fibroid 
uterus. When the tumor is of large size or is 
so situated as to lie in contact with a certain 
definite portion of the large bowel, usually the 
sigmoid, the constant pressure may readily 
excite inflammatory action with the discharge 
of mucus and casts. Many such cases have 
been observed, though, strange to say, the co¬ 


litis feature has been accorded scant attention 
in the description of them. 

Without further specifying, it may be said 
that any new growth of the abdomen or pel¬ 
vis so situated as to keep up continuons me¬ 
chanical pressure upon a limited area of the 
colon may result in membranous colitis. The 
effect is especially apt to follow if sufficient 
inflammation is excited to produce peritoneal 
adhesions at the site of the irritation. 


Membranous colitis is not the only disease 
of the colon which may be due to extra intesti¬ 
nal causes. Obstipation and fecal impaction 
incident to acute flexures or strictures pro¬ 
duced by adhesive bands, the invasion of the 
gut by malignant neoplasms originating in the 
other viscera, the perforation of the gut by ab¬ 
scesses located in various portions of the ab¬ 
dominal and pelvic cavities, etc., are types of 
pathology with which we have to become more 
or less familiar in late years. But the unex¬ 
pected length this paper has already reached 
admonishes me to be content with the bare al¬ 
lusion to them. 



